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Abstract
Background: Interdisciplinary teamwork and team interventions are highly valued in the rehabilitation sector
because they can improve outcomes of care for persons with complex health problems. However, little is known
about expectations and requests regarding team interventions, especially in medical rehabilitation. This study aimed
to explore how clinical managers and health professionals within multidisciplinary rehabilitation teams describe
their expectations and requests regarding team-training interventions in the field of medical rehabilitation.
Methods: Considering the methodology of qualitative research, data were collected using semi-structured interviews
and focus groups at five rehabilitation clinics in Germany. We conducted face-to-face interviews with 5 clinical managers
and 13 department heads of health care teams as well as five focus groups with a total of 35 members of interdisciplinary
rehabilitation teams. Afterwards, the data were analyzed through qualitative content analysis encompassing data coding
and using inductive thematic analysis.
Results: The exploration of team members´ and clinical managers´ descriptions showed that, to them, interdisciplinary
team training programs should include a wide array of training contents. Seven common core themes emerged from the
interviews, including participation of employees, leadership, communication, team meetings, team composition,
coordination, and equal esteem. Additionally, 13 themes were identified by either managers or team members. The body
of expectations regarding team training content in healthcare spans the continuum of changes on the team and
organizational levels. On the organizational level, a number of structural factors were mentioned (e.g. improving the
general conditions for team meetings, organized workshops to exchange interdisciplinary experiences, and leadership
training), and on the team level, changes in procedural factors were listed (e.g. optimizing the consecutive planning and
coordination of patient treatments, clarity with regard to roles and responsibilities of team members, and mutual esteem
and appreciation between different professions).
Conclusions: The synthesis underscores that there is meaningful heterogeneity in team training needs; training
interventions should be locally adapted for each clinic in terms of training content and training strategies. Tailored team
interventions are important for rehabilitation clinics. Future work should evaluate employed team training concepts over
time as well as training contents, implementation strategies, and learning outcomes. This includes using robust study
designs and evaluating team-training effects.
* Correspondence: christian.mueller@mps.uni-freiburg.de
1Medical Psychology and Medical Sociology, Medical Faculty, University of
Freiburg, Hebelstr. 29, 79104 Freiburg, Germany
2Saarland University of Cooperative Education in Health Care and Welfare,
Saarland, Germany
Full list of author information is available at the end of the article
© 2015 Müller et al. Open Access This article is distributed under the terms of the Creative Commons Attribution 4.0
International License (http://creativecommons.org/licenses/by/4.0/), which permits unrestricted use, distribution, and
reproduction in any medium, provided you give appropriate credit to the original author(s) and the source, provide a
link to the Creative Commons license, and indicate if changes were made. The Creative Commons Public Domain
Dedication waiver (http://creativecommons.org/publicdomain/zero/1.0/) applies to the data made available in this
article, unless otherwise stated.
Müller et al. BMC Medical Education  (2015) 15:135 
DOI 10.1186/s12909-015-0413-3
Background
The complex health problems of patients in rehabilitation
settings and the changing demands in health care delivery
(e.g. altered disease spectrum, medical developments in
treating patients, and changing needs of patients) require
effective and efficient cooperation between the various
health care professionals as well as coordination among
the entire health care team [1, 2]. An interdisciplinary
health care team is a group of colleagues from two or
more disciplines who coordinate their expertise in provid-
ing care to patients. Ideally, they meet regularly in collegial
discussion about each patient, exchange information,
analyze the patient’s problems, develop a treatment plan,
and cooperate to fulfill the team tasks [3]. To tackle these
complex dynamic and sometimes difficult tasks, interdis-
ciplinary teamwork skills are needed, which are compe-
tencies that individual team members must possess in
order to perform teamwork and treat patients [4, 5]. In
this context, interdisciplinary teamwork and team train-
ing interventions are highly valued in the rehabilitation
sector because they are thought to improve outcomes
of care [6–9]. But in practice, interdisciplinary teams
do not always work well [3]. Although healthcare pro-
fessionals are often required to work in team environ-
ments, most have not had sufficient opportunities to
learn with, from, and about other healthcare profes-
sionals [2]. However, Baker et al. 2005 [6] pointed out
that members of health care teams are rarely trained
together in rehabilitation settings and often come from
different disciplines and diverse educational programs.
In previous reviews, Buljac-Samardzic et al. [8], Rabøl
et al. [10], Eppich et al. [11], Dietz et al. [12], and Weaver
et al. [13] stated that team training has been mostly imple-
mented across a broad range of acute care contexts,
especially in high-risk environments (e.g. obstetric care,
emergency care, or critical care). This includes aca-
demic hospitals, community-based hospitals as well as
medical centers affiliated with the US Department of
Veterans Affairs (VA), but team training has rarely
been done in rehabilitation or long-term care settings.
The need to train health professionals who can work
across disciplines is seen as essential for effective health
care delivery, especially in view of the expected growing
importance of rehabilitation. Team training interven-
tions have been shown to improve team outcomes
(learner knowledge, self-efficacy, teamwork attitudes,
teamwork climate, or safety climate), clinical care pro-
cesses, quality assurance, and even patient outcomes
[2, 7, 8, 14, 15]. Team training can serve to ensure that
teams have a shared understanding of their purposes,
goals, and the behaviors necessary to work effectively
by generating shared knowledge among team members. It
also facilitates shared decision-making and coordination
and enables continuous team self-correction [5]. In general,
team training is an overarching term that encompasses a
broad range of learning and development strategies,
methods, and teamwork skills [13]. Team training ac-
tivities are often designed to develop generalizable,
portable teamwork skills that learners can apply across
different settings and health care teams. They are char-
acterized by a constellation of content (e.g. knowledge,
skills, and attitudes), tools (e.g. checklists, communication
tools, and performance measures), and training methods
(information, demonstration, and practice-based learning
methods). In this sense, team training is a methodology
for optimizing the communication, coordination, and
collaboration of healthcare teams by combining specific
content, methods, and tools to support the transfer of
training into daily practice as well as to provide post-
training support through coaching and ongoing measure-
ment (teamwork process evaluation or feedback) [13, 16].
Overall, team training programs in healthcare vary in the
training modalities and methods used. Training methods
can be conceptualized in terms of three broad categories:
(1) information-based methods (e.g., didactic lecture), (2)
demonstration-based methods (e.g., behavioral modelling
and videos), and (3) practice-based methods (e.g., simula-
tion and role-playing). The literature review by Weaver
et al. 2010 [7] found that the majority (83 %) of team train-
ing programs integrated both information-based and
practice-based methods, while only 35 % reported
incorporating demonstration-based activities. In terms
of implementation strategy, both train-the-trainer and
direct train-the-staff strategies have been used. It is
known that such team training programs tend to be
discipline-specific and even organization-specific and
that the straightforward transfer of training from one work
setting to another has often been ineffective and problem-
atic, particularly in different healthcare systems [17].
No evidence-based team intervention programs are cur-
rently available for the German medical rehabilitation
context; therefore, we intend to conceptualize a team-
training program for this setting. But how can we develop
team-training programs or develop these teams? How do
we know which actual team needs or purposes are import-
ant or relevant for healthcare professionals in medical re-
habilitation clinics? This qualitative study was motivated
by these questions, and it provides a picture of research
conducted on team training in terms of healthcare team
members´ expectations and concerns. This study aimed to
explore how clinical managers and health professionals
within a multidisciplinary rehabilitation team describe (a)
their common expectations and requests regarding team
training (Study Aim 1) and (b) their diverging expecta-
tions and requests regarding team training interventions
(Study Aim 2) in medical rehabilitation. We wanted to an-
swer the following research question: What are clinical
managers’, department heads’, and health professionals´
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expectations and requests regarding the development of
team training interventions?
Methods
Study design and setting
A qualitative research approach was used in order to ex-
plore the expectations and concerns regarding team inter-
vention programs of clinical managers, department heads
of rehabilitation teams, and health care professionals. We
conducted semi-structured interviews [18, 19] and focus
groups [20–22] guided by theoretical concepts of a health-
related team model [23, 24] as well as the model of inte-
grated patient-centeredness [25] in order to triangulate the
findings from a team leader perspective on the one hand
(clinical managers/department heads) and a team member
perspective on the other hand. The epistemological frame-
work of our study is a systems theory approach that
recognizes that organizations have boundaries and that
transactions occur within the system and its sub-systems as
well as in the wider context of organizations and dynamics
of the environment [26]. Systems theory allows us to under-
stand the behavior of systems and sub-systems and offers a
dynamic view of teamwork. From a systems theory point of
view, individual team members cannot be understood in
isolation from one another, and a team cannot be fully
understood without understanding the organizational con-
text within which it exists. We used two methods of data
collection. On the one hand, we chose face-to-face inter-
views with clinical managers and department heads because
our research objective was to explore and understand the
individual views of managers about expectations and
requests regarding team training interventions without
influence of team members´ points of view. In addition,
we suspected that in the presence of supervisors, team
members would not be open and might express them-
selves cautiously about the topic because clinical man-
agers are still viewed as persons worthy of respect.
With the focus group method, on the other hand, we
included an excellent approach for generating ideas
focused on the particular topic and for collecting data
from multiple team members simultaneously. In addition,
we assumed that the sense of belonging to a group can in-
crease the participants’ sense of cohesiveness and help
them feel safe to discuss and share information without
the presence of their supervisors and that in this setting,
participants can perhaps suggest possible solutions. This
research is part of the umbrella project “Design and
evaluation of a patient-centered team training program
for medical rehabilitation” funded by the German Federal
Ministry of Research and Education and the German Statu-
tory Pension Insurance Scheme (grant number: 01GX1024).
In Germany, medical rehabilitation is a branch of rehabilita-
tion medicine that aims to enhance and restore functional
ability and quality of life for patients with physical, cognitive,
mental, communicative, behavioral, or social diseases, im-
pairments, or disabilities. The emphasis is not on the full
restoration to the premorbid level of function but rather
the optimization of quality of life for those not able to
achieve full restoration. A wide range of health care pro-
fessionals, such as rehabilitation-trained nurses, physical
therapists, occupational therapists, speech therapists, psy-
chologists, and social workers, are involved in rehabilita-
tion treatment. Multidisciplinary teams provide expertise
in the diagnosis, assessment, and multidimensional treat-
ment of patients with disabling disorders, and they work
across the range of healthcare settings, in post-acute early
rehabilitation clinics, in-patient rehabilitation clinics, and
outpatient rehabilitation centers. In this investigation, five
large inpatient rehabilitation clinics from different geo-
graphic areas in Southwest Germany served as study sites.
These clinics differed in specializations, namely cardiology
(1 clinic), neurology (1 clinic), orthopedics (3 clinics), and
oncology (1 clinic), as well as in size (90 to 210 beds). Data
were collected from March to May 2012. According to the
recommendations of the EQUATOR network [27], an
international initiative for the dissemination of "Guidelines
for Reporting of Health Research", the COREQ criteria
(Consolidated Criteria for Reporting Qualitative Research)
were used in this study [28].
Recruitment and sampling
We contacted clinical managers individually by letter, in-
formed them about the team-training project, and asked
them to participate. The participants recruited were clin-
ical managers, department heads of health care teams, and
members of health care teams. To ensure diversity of par-
ticipants, purposive sampling was used to identify poten-
tial health professionals, department heads, and clinical
managers. The subjects differed in age, education levels,
work experience, and organizational roles. The teams were
composed of health care professionals working at the
medical rehabilitation clinics and treating patients, such as
physicians, psychologists, psychotherapists, physical
therapists, nurses, dieticians, occupational therapists,
social workers, and speech therapists. To be included
in the study, the participants had to (1) have been a
member of the rehabilitation team for at least one
year, (2) participate in interdisciplinary clinical prac-
tice, (3) be 18 years of age or older, (4) speak fluent
German and, (5) be willing to participate.
Face-to-face interviews and focus groups
We conducted a total of 18 face-to-face interviews with
clinical managers and department heads of health care
teams and five focus groups (interdisciplinary treatment
team) with a total of 35 participants in groups of six to
ten individuals. All interviews and focus groups were
audiotaped and subsequently transcribed. Additionally
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the focus group discussions were videotaped. The add-
itional recording of focus group sessions via video was
necessary to identify the speakers for data transcription.
We only used the video tapes to identify the speakers
and not for analyzing the data. The focus groups yielded
a total of 165 transcript pages (362 minutes total), and
the transcripts of the interviews (630 minutes total) cov-
ered 214 pages. Participant characteristics are reported
in Table 1.
Seven interviews were conducted in the field of or-
thopedics, five in neurology, four in oncology, and two
in cardiology. The sample covered the typical hier-
archical levels and functional sections of rehabilitation
clinics. Interviewees included five chief physicians,
three nursing managers, seven therapeutic department
heads, and three department heads of psychology de-
partments. The interview participants had a mean age
of 49.2 years (SD = 5.7). The age of the participants
ranged between 36 to 62 years, and the majority of
participants were male (N = 12; 66 %). The range of
interview duration was between 28 and 47 minutes.
One focus group discussion of the interdisciplinary
treatment team was conducted at each rehabilitation
clinic. In total, 35 members of the health care team
participated, including six physicians, seven nurses,
fifteen therapists (speech therapists, occupational
therapists, and physical therapists), four psychologists,
and three social workers. Twenty-two participants
were female (63 %) and thirteen were male (37 %). The
average age was 44.7 years (SD = 9.33), with a range of
23 to 59 years (see Table 1).
Procedure and ethical considerations
The interviewers, a psychologist (LZ) and an occupa-
tional therapist (CM), informed the participants about
the study. The participants received a written informa-
tion sheet on the study prior to providing consent. At
the beginning of the interview, the purpose of the re-
search, interview method, procedures, risks and bene-
fits of the study, and data privacy and confidentiality
were explained to the participants. The subjects were
informed that they had the right to withdraw from the
study at any time. All participants indicated their will-
ingness to participate by signing the consent form. The
study was conducted in accordance with the German
Federal Data Protection Act (BDSG in the version re-
leased June 11, 2010) regarding data collection, storage,
processing, and analysis [29]. To ensure the confidenti-
ality of the information, all participants were assigned a
pseudonym code number, and the clinics were similarly
assigned pseudonyms. Research participants were informed
regarding compliance with the data protection law, ano-
nymity, and the principles of free consent and voluntary
participation in the study. The recorded interviews and
focus groups were transcribed by experienced independent
transcribers who signed written confidentiality agreements.
The study was performed in accordance with the ethical
principles for medical research of the World Medical Asso-
ciation Declaration of Helsinki [30]. The Ethics Committee
of the University of Freiburg approved the study (official
approval number: 190/12).
Data collection
In accordance with qualitative research methodology
[31], the interviews and focus groups were conducted
by two researchers (CM, LZ) from the project group.
Each face-to-face interview was conducted by one of
the researchers (CM, LZ), while focus groups were
held by both of them collaboratively. One of the re-
searchers guided the focus groups, while the other
researcher took field notes. The combined use of dis-
tinct data collection strategies made it possible to ac-
quire rich material for analysis. While the interview
method allowed us access to information that partici-
pants may not want to share publicly, the focus groups
made it possible to obtain opinions on socially debated
topics [32].
The semi-structured qualitative interviews and focus
groups were supported by an interview guide [33, 34]. This
interview guide, which included predetermined topics, was
developed to explore the health professionals’ perspectives,
requests, and expectations regarding team interventions. It
was used as a checklist to guarantee that all topics were
discussed and served as a theoretical framework for the
current interview study. This guide was developed based
on theoretical concepts of a health-related team model
[23, 24], the model of integrated patient-centeredness
[25, 26] as well as discussions within the research team
and with experts in the field of medical rehabilitation.
The questions had an open-ended format to bring up
topics while giving respondents the opportunity to talk
freely about their experiences and perspectives in their
own words. During each interview, specific questions
were asked, for example, “Please talk about your experi-
ences with teamwork”, “What problems do you face
during interdisciplinary practice?”, and “What do you
expect from team intervention programs?” Additional
questions were asked when necessary, for instance, “Could
you elaborate more on your experience?”. The interview
guide was pilot tested in collaboration with a scientist
experienced in qualitative methods (MK). After finishing
the interviews, a brief questionnaire on socio-demographic
information and professional practice was completed with
the participants.
Data analysis
To analyze the data, an inductive thematic analysis ap-
proach as described by Mayring [35, 36] was used in order
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to identify themes across the data that are relevant to the
research question. The transcription of the interviews and
focus groups was carried out using the transcription soft-
ware F4 [Audiotranskription, Dr. Dresing & Pehl GmbH]
and transcription rules by Dresing & Pehl [37]. During the
data preparation phase, each transcript was read by three
authors (CM, AP, LZ) to gain an understanding of the
whole content and to ensure validity of the transcripts
Table 1 Sociodemographic information of focus groups (rehabilitation team) & interviews (clinical managers)
Interview Setting Field Number of participants (n) Sex Age: M, SD, range Professions
Focus Groups Oncology n = 7 female (n = 6) M = 46.9 physicians (n = 1)
nurses (n = 2)
SD = 6.1 psychologists (n = 1)
male (n = 1) Range = 36-54 therapists (n = 3)
Neurology n = 6 female (n = 5) M = 42 physicians (n = 1)
nurses (n = 2)
SD = 7.6 psychologists (n = 1)
therapists (n = 1)
range = 32-51 social workers (n = 1)male (n = 1)
Orthopedics n = 6 female (n = 6) M = 47 nurses (n = 1)
psychologists (n = 1)SD = 9.7
therapists (n = 4)range = 31-55
Orthopedics n = 6 female (n = 3) M = 42 physicians (n = 2)
psychologists (n = 1)
therapists (n = 2)SD = 11.5
social workers (n = 1)male (n = 3) range = 28-58
Orthopedics n = 10 female (n = 2) M = 45.3 physicians (n = 2)
nurses (n = 2)
therapists (n = 5)
SD = 11.4 social workers (n = 1)male (n = 8)
range = 23-59
Interviews Oncology n = 4 female (n = 2) M = 52.5 department head psychology (n = 1)
chief physician (n = 1)
department head physical therapy (n = 1)SD = 6.3
male (n = 2) nursing manager (n = 1)range = 49-62
Neurology n = 5 female (n = 1) M = 48.0 department head psychology (n = 1)
chief physician (n = 1)
department head physical therapy (n = 1)
SD = 5.5 department head speech therapy (n = 1)male (n = 4)
range = 40-54 department head occupational therapy (n = 1)
Orthopedics n = 4 female (n = 2) M = 51.0 department head psychology (n = 1)
chief physicians (n = 1)
SD = 4.5 department head physical therapy (n = 1)male (n =2)
nursing manager (n = 1)range = 46-57
Orthopedics n = 3 female (n = 0) M = 45.0 chief physician (n = 1)
department head physical therapy (n = 1)SD = 7.8
range = 36-50 nursing manager (n = 1)male (n = 3)
Cardiology n = 2 female (n = 1) M = 48.5 chief physician (n = 1)
SD = 0.7 department manager physical therapy (n = 1)
Range = 48-59male (n = 1)
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[38]. The transcripts were reread systematically line-by-
line by two of the authors (CM, AP) to identify and under-
line the meaning units of text that were relevant to the
research aim. All interview transcripts were imported into
the qualitative analysis software program MAXQDA® 10
(VERBI software GmBH, Germany) to facilitate data
organization and analyses for coding and retrieval. Dur-
ing the open coding phase, two researchers (CM, AP)
independently coded the interviews. The meaning units
were condensed, abstracted, and labeled with codes. Fur-
ther, these codes were used to develop main categories.
The codes were compared to each other to distinguish
similarities and differences related to the research ques-
tion. Main categories were formed from the interviews
until saturation was achieved and no new information
could be revealed [31, 39, 40]. To increase credibility and
trustworthiness, several steps were taken to verify the re-
sults. The researchers met over several meetings to discuss
the developing analysis. This step allowed for enhanced
reflexivity and ensured rigor. A third researcher (MK)
independently reviewed the codes to ensure consistent in-
terpretation with identified themes and to verify that
themes were adequately summarized.
Results
The team development expectations expressed by man-
agers and members of the rehabilitation teams are
shown for all centers combined in the form of structured
summaries (Results Part A) and in table form (Results Part
B) [41, 42]. The summaries are based on the original state-
ments from the empirical data, described in paraphrased
form with typical examples. First, the common responses of
managers and members of the rehabilitation team were
compared and contrasted in terms of content and topics
(Study Aim 1, see Fig. 1), and in a second step, differences
between the two groups were discussed (Study Aim 2, see
Fig. 2). The described differences in expectations are related
to aspects that were listed either only by managers or only
by team members.
Part A: Common expectations regarding team training
interventions (Study Aim 1)
We created seven categories (see Fig. 1) that reflect differ-
ent facets of the common expectations regarding team de-
velopment held by both managers and members of the
rehabilitation team. These expectations are related to opti-
mizing interdisciplinary collaboration and address contents
of team training interventions that are depicted in Fig. 1
and are described below in the form of thematic summar-
ies. The following data excerpts, which represent state-
ments of the respondents, were labelled as follows: “C” for
“Clinic”,”I” for”Interview”, “F” for “Focus group”, and “L”
for “Line”. Of the 79 thematic expectations, 48 were
expressed by managers and 31 by the rehabilitation teams.
Staff participation
Both managers and team members were concerned about
staff participation. In this regard, managers particularly fo-
cused on involving staff members with the following goals:
(a) achieving better involvement of part-time staff in daily
routine on the ward, (b) strengthening staff motivation, (c)
optimizing the integration of knowledge of the various pro-
fessions, (d) improving attention to the interests and
concerns of individuals, (e) promoting communication
between department heads and members of the rehabilita-
tion team, and (f) involving staff members in organizing
work hours. As regards the knowledge integration stressed
by managers, they considered the coordinated inclusion of
the expertise of all professional groups as relevant since
knowledge integration contributes to the development of
interdisciplinary treatment planning and execution. They
emphasized that familiarity with the concepts and focus
Fig. 1 Common concerns of managers and staff
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areas of related professions is essential for everyday cooper-
ation. Furthermore, managers highlighted the idea that
performance appraisal interviews can strengthen motiv-
ation: "I also strive to maintain staff motivation this way,
one should probably say, or to improve it and incorporate
ideas. They often have better solutions as well. They often
are the experts; sometimes I am far removed from certain
topics. […] It is important to me, it is not always success-
fully done, that all interests are taken into account in this
area. But I think that is the right idea, to involve someone"
[C1_I.2_L.178-180]. Members of the interdisciplinary treat-
ment teams were also concerned with greater involvement
in decision-making processes as regards (a) the handling of
complaint management, (b) information and communica-
tion management, (c) the implementation of treatment
concepts, and (d) the nature of communication processes
within the team. To improve the conditions for interdiscip-
linary communication processes within the team, they
wanted greater consideration and direct incorporation of
their ideas. Team members stated it would be desirable to
Fig. 2 Expectations of team training interventions without overlap between managers and rehabilitation teams
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have their experience-based knowledge considered and
their voice heard in case of changes in treatment processes
or in the implementation of new treatment concepts and
wanted greater participative involvement in this regard.
Team and staff leadership
Both groups saw a need for training on team and staff lead-
ership. Managers and the members of the rehabilitation
team alike considered this area relevant, albeit with differ-
ent goals. Managers were particularly concerned with man-
ager training. They argued that team and staff leadership
training should be established on the department head level
to achieve greater staff satisfaction and to better prepare
members of middle management for fulfilling their re-
sponsibilities. Furthermore, managers suggested conducting
workshops inviting leaders from various regional rehabilita-
tion facilities in order to facilitate experience exchange and
to help them learn from one another. In this context, man-
agers considered team training enriching and important.
Yet, 16 of 18 interviewed managers stated that they had not
offered any specific courses or team training on team or
staff leadership or on interdisciplinary collaboration in
recent years. At some rehabilitation facilities, discipline-
specific and interdisciplinary case discussions took place,
but they did not focus on team leadership aspects. One
manager noted: "Training, well, there is continued edu-
cation, which takes place regularly since last year, and
center-related topics are discussed. It's about the ortho-
pedic treatment pathway, the cardiological treatment
pathway (…). Yes. But training specifically about teamwork,
no, I can't think of any right now …" [C4_I.16_L.38-42].
Like the managers themselves, the rehabilitation teams
stated that there is a need for manager training. From
the perspective of the rehabilitation teams, leadership
skills to be covered should include social skills and the
appreciative, respectful interaction with staff as well as
the methodological skill of giving appropriate feedback.
Furthermore, the rehabilitation teams believed that de-
partment heads and physicians require communication
training on interacting respectfully in management-to-
staff communication.
Interdisciplinary communication
Both managers and the members of the rehabilitation team
listed communication as a concern in team development.
They desired improvements in transparency and information
flow (a) within rehabilitation teams, (b) within department
subteams, and (c) in the overall organization. Furthermore,
both team members and the management wanted to focus
on the communication between treatment providers and
patients as well as on respectful communication with one
another.
This reflects both verbal and nonverbal communication
with sensitivity, clarity, and self-awareness of opinions,
beliefs, and perspectives within the team and between team
members. One team member of the focus group stated:
"(…) well, I think that when clinical managers make deci-
sions that do affect the team, the occupational groups should
be involved if it's about improving communication at the
interfaces. For the communication between the individual
departments to be more intensive. And (…) I would just like
for us to practice more open and respectful communication
… I think that greatly influences our well-being and satisfac-
tion in the team … I hope training can help with that."
[C4_F.4_L.523-428]. Managers expressed a need for fixed
time windows and sufficient time for interdisciplinary and
intradisciplinary communication between members of the
rehabilitation team, between heads of department, and be-
tween center management and department heads. With
team training, they associated the opportunity to initiate
change processes and potentially influence the conditions
under which teamwork takes place. Managers hoped to
benefit from team training by collecting suggestions and
ideas about optimizing communication and about struc-
tures and processes to be modified. Further, managers
stated that multilateral communication within the team
should be optimized with regard to treatment planning and
conduct. Improving the flow of information between staff
members – particularly those in different disciplines – was
also important to them. In this context, managers men-
tioned the topics of information structures (responsibilities,
clarity, and uniformity) and information control processes
(via prescriptions, records, etc.) as well as the need for opti-
mized forwarding of any information required for treat-
ment. Managers expressed a need to ensure that staff
members possessed adequate communication skills. They
also perceived a need for communication training for mid-
dle management to improve discussion techniques in
performance appraisal interviews. Furthermore, man-
agers wanted to cover "new" communication media,
such as email, computer-supported internal communication,
and electronic patient records in the team training sessions.
In addition, they wanted to establish meta-communication,
meaning communication about existing communication
patterns and about handling criticism.
Interdisciplinary team meetings
Another shared concern involves interdisciplinary team
meetings (IDTMs). Managers considered IDTMs the
central platform for coordinating cooperation. They
were concerned with optimizing team meetings as
regards (a) the course of team meetings, (b) prerequi-
sites or framework conditions for the meetings, (c) con-
sistent participation of all professions involved in
treatment, (d) adequate forwarding of information from
the meeting to the respective expert teams, (e) moder-
ation of the meeting, (f ) open communication and
interaction of treatment providers, and (g) adequate
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documentation of the results of the team meetings.
Managers outlined ideas such as how to optimize the
procedure and structure of team meetings by supplying
agenda items, guidelines for the meetings, specific
roles, and rotating moderators. In this context, they
stated that they lacked the methodological strategies to
achieve the changes in the team. The rehabilitation
teams also saw a need for action as regards (a) moder-
ation of the meeting, (b) prerequisites and framework
conditions for team meetings, (c) active involvement of
team members in the form of multilateral communica-
tion, (d) the meeting structure, and (e) the recording
and review of treatment goals. One member of the re-
habilitation team stated: "The treatment goals, to formu-
late them better, clearer, more informatively. To have
them come across even faster. To lose less time there, or
to ensure that the patient better understands what the
actual goal is” [C5_I.1_L.143-145]. The teams further
saw room for improvement in the coordination of team
meeting times and in the definition of time windows to
ensure participation of all members. They also stated
that regular meeting schedules and required participation
of all professions should be ensured. In addition, it was
considered necessary to train a person with social and
methodological skills to play the role of mediator.
Team composition
Both managers and members of the rehabilitation team
considered an adequate team composition as relevant to
daily practice because it allows the development of a
shared interdisciplinary knowledge base and of socio-
emotional relationships that facilitate collaboration.
They wanted to have this aspect covered in team train-
ing as well. Both sides emphasized that rather than
merely bringing together the individual team members,
a purposeful selection of team members was of the most
importance. Regarding purposeful team composition,
managers expressed the following needs: (a) tools for
assessing the professional qualifications of staff mem-
bers, (b) help in combining an adequate mix of skills,
abilities, and personalities in the team, and (c) instru-
ments for assessing existing teams (included professions,
cultural aspects, team size, and knowledge situation). As
regards the tools desired for assessing the professional
qualifications of staff members, one manager asked: “An
instrument one can use, or do you know what it looks like
in other areas? Do you have any experience or knowledge
in this regard?” [C2_I.1_L.286-291]. The rehabilitation
team members agreed that professional qualification is a
relevant aspect to be considered in team composition. In
addition, they favored using assessments of so-called soft
factors (motivation, work morale, and willingness to work
within a team) and hard factors (practical expertise, years
of professional experience) in the selection and compos-
ition of teams.
Coordination of treatment measures and procedures
Both groups were concerned with optimizing the coord-
ination of treatment leadership. Managers and rehabili-
tation teams alike believed that a future challenge would
be overcoming the traditional discipline-centered think-
ing in favor of interdisciplinary, team-centered thinking
and action when coordinating treatment services: "The
impression that we are really a solid team, I do not have
that yet. Instead, each professional group stays too separ-
ate, and keeps a certain distance to the other, different
occupations" [C3_I.10_L.128]. Both groups expressed a
need for team training on (a) optimizing post-inpatient
care, (b) ensuring clear assignment of tasks and respon-
sibilities in the treatment team, and (c) defining or revis-
ing concepts for defining rehabilitation goals. Managers
further expressed a need for (a) changing organizational
structures and processes for optimizing treatment coord-
ination, (b) optimizing the available time for coordinating
treatment leadership, (c) decentralizing task coordination
away from the departments and toward ward-based task
coordination, and (d) developing a uniform biopsychoso-
cial treatment concept. Related to the topic of interdiscip-
linary treatment coordination, the managers noted that
existing processes in clinical inpatient settings must be re-
vised to optimize the collaboration between physicians,
therapists, nurses, and allied health professions: "…working
together on patients and therefore some of the blurred
boundaries between therapeutic nursing care and physical
therapy, therapeutic nursing care and speech therapy,
therapeutic nursing care and occupational therapy. That
is an important issue …“[C2_I.9 L.6]. The rehabilitation
teams further associated team training with the desire to
train a competent team coordinator who works in a goal-
oriented manner, has expertise, and can work in a team.
Mutual appreciation
Managers and rehabilitation teams alike were concerned
about mutual appreciation and respectful interactions.
Both groups favored the observation of behavioral norms,
such as respectful, open interaction in daily collaboration.
From the managers' perspective, mutual appreciation and
attitudes such as the willingness to help one another and
respecting the expertise of other team members were im-
portant for interdisciplinary cooperation and should be
covered in team training. They noted that this concern is
not limited to interactions between managers and staff
but also extends to interactions between members of the
rehabilitation team. Rehabilitation team members noted
that in daily collaboration, managers do not pay sufficient
attention to this aspect and hoped that the training
sessions would sensitize them to this topic, particularly
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because it can affect positively or negatively the motiv-
ation and cooperation at work. Example statements on
this topic include the following: "Problems arise because
we as a department often do not talk with each other and
value each other because we only see things from our own
perspective, meaning occupational therapy, physical ther-
apy, nursing, or medicine, but fail to really notice the
perspectives of others. (…) well, I have always wanted for
therapists (…) to go to other departments, to take other
perspectives, and as a result feel much less attacked and
appreciate each other more. And to me, that would be
absolutely desirable" [C2_I.4_L.596].
Part B: Team training expectations not shared by
managers and rehabilitation teams (Study Aim 2)
Figure 2 lists 13 expectations that were listed either only
by managers (10 expectations) or only by rehabilitation
teams (3 expectations). Team training expectations with-
out overlap between the two groups were categorized by
content into inter-individual and/or intra-individual as-
pects (IIA), intra-organizational aspects (IOA), and extra-
organizational aspects (EOA). The first category (IIA)
includes desired team training contents that primarily aim
to achieve a change in attitude or in affective processes on
an individual level. For instance, some listed expectations
relate to changes in work morale or attitude on an individ-
ual level or between individual members of the rehabilita-
tion team and are subject to affective changes, such as the
expressed concern "optimize work morale and attitude to-
ward teamwork." A second category relates to internal
changes in organizational processes or structures that can
be initiated, steered, and changed via process instructions,
clinical pathways, working/project groups, or leadership
behavior within the organization (IOA). For instance, some
desired changes require decision-making power and are
primarily the responsibility of individuals in middle or
upper management, such as "improving the involvement of
part-time staff" or "optimizing the formulation of treatment
goals." The last category comprises desired external profes-
sional support in the form of consultation, supervision, or
team analysis services (IOA). Some expressed expectations
involve support for implementation from external consul-
tants (consultation, supervision, or team analysis), for in-
stance, "supervision regarding conflict management within
the team", "consultation and supervision regarding stressful
experiences in patient care" or the desired "analysis of team
processes."
An analysis of differences between the expectations of
managers and staff, in accordance with Study Aim 2, re-
veals that the latter listed expectations for team develop-
ment on all levels, but particularly those affecting them
personally in their daily work, namely as relates to (a)
team climate, (b) conflicts within the team, and (c) high
workload. The analysis reveals that managers listed
various expectations in all areas affecting them person-
ally in their roles and tasks as managers or leaders in op-
erational or strategic management (e.g., developing a
concept of interdisciplinary teamwork) and in establish-
ing structural framework conditions (involving part-time
workers), but they also fulfilled their roles as leaders and
managers by listing interpersonal aspects concerning
only staff members (e.g., clarity of team roles, team co-
herence) as expectations for team training.
Discussion
Our exploration of team members´ and clinical managers´
expectations and concerns showed that there is a strong
need for interdisciplinary training programs. Seven com-
mon core themes from the health care teams’, department
heads’ and clinical managers’ perspectives emerged from
the interviews, including staff participation, team and em-
ployee leadership, communication, team meetings, team
composition, coordination, and mutual respect Addition-
ally, 13 themes were identified by one of the groups but
not the other (see Fig. 2). Overall, the expectations re-
garding team training content in healthcare require
changes at the team level and organizational level. At the
organizational level, a number of structural factors were
mentioned (e.g., improved general conditions for team
meetings, more time for making arrangements for team
meetings, more flexible organization of working time,
organized workshops for exchanging interdisciplinary
experiences, optimization of existing communication
and information structures, leadership training, instru-
ments for the selection and transparency of qualifica-
tions, and skills of rehabilitation team members). On
the team level, changes of procedural factors were con-
sidered desirable (e.g., consideration of the individual
interests of all health care team members, optimization
of consecutive planning and coordination of patient
treatments, better knowledge integration through in-
volvement and participation of all healthcare disciplines,
improvement of multilateral communication among all
team members, clarity with regard to roles and responsi-
bilities of team members, mutual esteem and appreciation
between different professions, and willingness to help each
other). On the organizational level and team level, some
existing studies discuss issues also identified in our study.
These issues may be highly relevant for the clinical setting
in medical rehabilitation. For instance, Lamb et al. 2012
[43] developed a tool in the form of a checklist (MDT
QuIC) that can support the decision-making process in
multidisciplinary team meetings and gives the team meet-
ing a structural framework. For optimizing planning and
coordinating patient treatment on the team level, some
methods for smart goal setting and efficient goal manage-
ment in rehabilitation called `Goal attainment scaling
(GAS)´ are described by Bovend et al. 2009 [44] and
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Turner-Stokes 2009 [45], and other goal-setting methods
are specified by Holliday et al. 2005 [46] and Wade 2009
[47]. To promote shared mental models (SMM), a concept
that was mentioned specifically by team leaders, Gurtner
et al. 2007 [48] propose the strategy of targeted reflection.
Our synthesis underscores that there is a meaningful
heterogeneity of team-training needs. Therefore, training
interventions need to be highly customized to meet the
requests of both executives and team members at the re-
habilitation clinic. Caroll 2006 [49] points out that team
training interventions must be tailored to fit the dynamics
of each team and the needs of an organization. Also,
Baker, Day & Salas 2006 [50] draw attention to the im-
portance of adapting team training to specific health care
needs of an organization because health care services op-
erate in a number of diverse contexts with diverse needs
(e.g., emergency medicine and rehabilitation medicine). In
addition, the narrative review by Weaver et al. 2014 [13]
presents five fixed team training strategies: (a) assertive-
ness training, (b) cross-training, (c) error management
training,(d) metacognition training, and (e) team adapta-
tion and coordination training. In accordance with the
findings of Weaver et al. 2014 [13], some individual ele-
ments of training content such as conflict management,
mutual trust, team leadership, communication compe-
tence, and shared mental models of team roles and re-
sponsibilities were also formulated in our investigation as
concerns for team training interventions.
In summary, we did not find previous studies that in-
vestigated the expectations of rehabilitation team mem-
bers or clinical managers concerning training content in
health care before conceptualizing a training program.
However, modularized team training programs exist whose
contents were developed as structured modules based on
the literature and that were empirically tested after the
practical implementation of the program [13]. In this con-
text, respondents were asked about the relevance of the
training content after completing the intervention. In our
approach, in contrast, participants were interviewed in ad-
vance in order to determine the need for team training. In
line with the results of the “modularized Crew Resource
Management Training for Health Care Professionals” by
Clay-Williams et al. 2014 [51], the participants surveyed
regarded the following topics, which are similar to those
found in our study, as substantially relevant training
content: (a) to learn tools and strategies to improve
general communication and team skills, (b) to optimize
interdisciplinary communication, (c) to develop shared
mental models, (d) to improve quality in health care,
(e) to share experiences with others, (f ) to learn about
conflict resolution, (g) to learn something new or inter-
esting, and (h) to improve organization or time man-
agement. Other identified aspects that were not
mentioned in our study are (a) to learn about assertiveness,
(b) to develop briefing strategies, and (c) to improve situ-
ational awareness. However, there are different approaches
to individualizing team-training programs by taking into
account the specific conditions within an organization.
Most training programs that can be found in the literature
are modularized programs that are not adapted specifically
to the needs of an organization. However, the high hetero-
geneity of demands on the content of team training that
we found in our study calls for a more individualized train-
ing approach. Clay-Williams et al. 2014 [51] argue in favor
of modularized training programs. They point out that
modular training allows health professionals to choose
topics individually that are relevant to their workplace and
to add other topics when needed. However, we would like
to point out that such intervention programs still may not
be flexible enough to adapt to the current conditions of the
organizations. We believe that only tailored team interven-
tions can meet the needs of the complex environment of
rehabilitation clinics. Overall, our study results and the
results of the narrative review of team interventions in
chronic disease rehabilitation by Körner et al. 2014 [52]
indicate a lack of training programs for staff in medical
rehabilitation clinics in Germany.
Strengths and limitations
The data were collected in 18 semi-structured interviews
and 5 focus groups. This qualitative methodology allowed
us to gather novel insights with a degree of depth that was
not achievable from surveys. It is worth noting that the
application of different data collection methods may affect
the results of the study. The idea to carry out interviews
with the experts instead of a focus group resulted from
the assumption that clinic managers are in competition
with one another because they belong to different clinic
groups or groups of companies. If a common focus
group were conducted with all managers of rehabilita-
tion clinics in the same field, it is conceivable that re-
spondents would not reply as openly and answers
would be more superficial. We considered individual
interviews as useful for gathering data on sensitive is-
sues. Therefore, we preferred conducting face-to-face
interviews with clinical managers and focus groups
with staff members. To standardize the process, how-
ever, an interview guide with roughly the same items
for individual interviews and for focus groups was
used to ensure that important areas were discussed
and a standardized opening question was used at the
beginning of the interview. All interviews were per-
formed by two researchers who intended to keep the
interview situation comparable between participants.
The fact that the analysis was based on continuous discus-
sion between the authors throughout the process increases
the reliability of the analysis. Moreover, the credibility of
the results was validated by each of the two researchers
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(CM and AP) reading and analyzing them separately before
comparing and confirming the arising categories. However,
the current study has some limitations. This study gathered
information about expectations regarding team-training in-
terventions in rehabilitation settings from 53 participants at
five clinics in Germany. Our findings cannot simply be
transferred directly between countries without taking into
account differences in professional culture, professional
education, or clinical practice, and they may not be applic-
able to other settings, other fields, and other populations of
health professionals. Furthermore, it is necessary to con-
sider the social, political, and geographical context of the
findings because of the diverse healthcare systems in other
countries. In terms of the recruitment procedure, it is likely
that a selection bias operated in participants who agreed to
take part in the research and who were selected by a clinical
manager. They may have been more interested in team
training programs than those individuals who chose not to
participate or were not asked to participate. Therefore, a
selection bias cannot be excluded. It should further be crit-
ically noted that the inclusion of guiding questions for the
interview narrowed the range of responses interviewees
may give. Also the interests of respondents in leadership
positions (e.g., clinical managers or heads of department),
who primarily represent the clinics’ interests, could have
distorted the results. Moreover, interviewer experience and
knowledge as well as the composition of the focus groups
and participants’ mutual perception and impressions of
each other in the interview situation (e.g., mutual like or
dislike) could have influenced the response behavior and
answers of the respondents.
Implications for practice
The results have several practical implications for team
training. Our study introduced seven main categories of
the greatest demands and needs for team training content
as expressed by health care team members and clinical
managers. Thus, managers and administrators of medical
rehabilitation clinics should consider addressing those
needs of health professionals working in their clinics in
order to improve the quality of care. Tools such as staff
appraisal interviews, questionnaires, or organizational per-
formance standards that particularly include this dimen-
sion can help to determine the individual training needs.
Health care managers and administrators need to develop
interpersonal skills in order to successfully run complex
organizations and must be able to coach others. There-
fore, leadership coaching has been an underutilized re-
source in health care executive training, and establishing
training programs on these topics should be considered.
The diversity of topics brought up in the interviews shows
that it may be difficult to adapt standardized team training
programs to the complex environments of specific clinics
or to transfer existing modularized training programs
from acute-care settings in the context of the German
health care system. Therefore, we are in favor of training
programs that are standardized regarding didactic pro-
cesses and methodologies but not regarding specific ses-
sion content because individual organizations may differ
widely in terms of content needs. Team training should
also be integrated in a comprehensive educational ap-
proach and organizational context with the goal of im-
proving cooperation and coordination between and
among health professionals´, rather than simply form-
ing better teams or performing team training when
problems arise. For this reason, interdisciplinary team-
work training should be introduced early in healthcare
training, for example when starting work at the re-
habilitation clinic, or it should be conducted regularly
or periodically in order to promote team development
in health care.
Conclusions
To our knowledge, this is the first qualitative study relevant
for researchers and practitioners alike that provides insight
into health care team members´ and clinical managers´ ex-
pectations concerning team training content. By drawing
upon the study results and discussing existing team training
concepts, we have provided a preliminary proposal for de-
veloping a team training approach for the medical rehabili-
tation setting in Germany: training interventions should be
based on the specific needs and concerns of the individual
rehabilitation clinic and should include a systemic, goal-
oriented, task-oriented, and solution-oriented strategy. We
regard this strategy as a feasible delivery method for team-
work training. First, it is practical and applicable in different
specializations. Second, it promotes interdisciplinary and
collaborative relationships within and between disciplines.
And third, it closely reflects the individual needs orientation
of rehabilitation clinics and is tailored to their environ-
ments. We believe that non-modular training may open the
door to further innovations in team training research initia-
tives. Our hope is that this effort not only highlights the
need for developing new team training interventions to im-
prove team performance but will also initiate discussion on
the need of team training in general. It is becoming quite
clear that some of the biggest challenges to be solved are
finding the right fit between team needs and organizational
needs as well as determining the intervention content, the
training modalities, and the strategies for implementing
team training in daily practice. Future work should evaluate
team-training efforts across time, implementation strat-
egies, and learning outcomes in medical rehabilitation in
Germany. This includes examining the impact on patient
satisfaction and team satisfaction outcomes when using
robust training strategies and implementation designs as
well as evaluating team-training effects.
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